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B n n n a 
A rsa] Tal 1D: 52107 Three months later, QW is admitted to the hospital following an ST-elevation myocardial infarction 
ii (STEMI) and underwent reperfusion via percutaneous coronary intervention (PCI). At this time, QW is 
— = an! ai also diagnosed with heart failure and his ejection fraction is 30%. 
a1 [42] (43 45 P Aag question 
v 


(rareo) Which of the following antithrombotic regimens is most appropriate for QW? 


r 
& 


Select one: 


Discontinue acetylsalicylic acid (ASA) 81 mg daily, start clopidogrel 75 mg daily, start edoxaban 60 
mg daily 
ey eee ad Rose Wang (ID:113212) this answer is correct. 
daar spaban's ong Triple therapy with ASA, clopidogrel, and an oral anticoagulant is 
BD indicated for QW since he had a myocardial infarction, PCI, and 

his CHADS» 65 score is now 1 (due to heart failure). 


Finish review 


Discontinue ASA 81 mg daily, start rivaroxaban 20 mg daily * 
Continue ASA 81 mg daily, start ticagrelor 90 mg BID, start rivaroxaban 2.5 mg BID * 


| Correct} 
Marks for this submission: 1.00/1.00. 
TOPIC: Cardiovascular disorders 


LEARNING OBJECTIVE: 


To understand when concurrent anticoagulant and antiplatelet therapy is indicated for patients with atrial 
fibrillation (AF). 


BACKGROUND: 


Patients with AF and a CHADS»~65 score of at least 1 undergoing percutaneous coronary intervention (PCI) or 
who have acute coronary syndrome (ACS) (i.e. myocardial infarction or unstable angina) may have indications 
for both antiplatelet and anticoagulant therapy. Dual pathway therapy (also referred to as “dual therapy”) 
refers to the use of an oral anticoagulant (OAC) with a P2¥;2 inhibitor (preferably clopidogrel due to lower 
risk of bleeding). Triple therapy refers to the concurrent use of dual antiplatelet therapy (DAPT) (i.e. ASA and 
clopidogrel) and OAC. 


The CHADS2-65 score is a tool used to assess risk of stroke in patients with AF and assigns points for each of 
the following: 

© Congestive heart failure (1 point) 

© Hypertension (1 point) 

* Age 65 or older (1 point) 

* Diabetes (1 point) 

© Stroke or transient ischemic attack (TIA) (2 points) 


OAC options for dual pathway therapy include warfarin, apixaban, dabigatran, edoxaban, and rivaroxaban. 
OAC options for triple therapy include warfarin, apixaban, and rivaroxaban. Direct oral anticoagulants 
(DOACS) are typically preferred over warfarin. Note, when used as part of dual or triple therapy regimens, the 
recommended dose of rivaroxaban is lower than the usual dose used in OAC stroke prevention. Rivaroxaban 
15 mg daily (10 mg daily if CrCl is 30-50 mL/min) is used for dual pathway therapy and rivaroxaban 2.5 mg 
BID is used for triple therapy. 


Indications for dual pathway therapy and triple therapy are summarized in the table below. “High-risk 
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teatures” are tactors that increase a patient's risk tor thrombotic events such as smoking, diabetes, chronic 
kidney disease, prior ACS, multiple stents, etc. 


Elective PCI and NO 


high-risk features ACS + PCI or elective PCI + high-risk features ACS and NO PCI 


Triple therapy for 1-30 days then step-down to dual 
Dual pathway therapy pathway therapy for up to 12 months following PCI Dual pathway therapy 
for 1-12 months (When stepping down, ASA is discontinued. ASA may for 1-12 months 

be stopped as early as 1 day after PCI) 


RATIONALE: 
Correct Answer: 
* Continue ASA 81 mg daily, start clopidogrel 75 mg daily, start apixaban 5 mg BID - Triple therapy 


with ASA, clopidogrel, and an oral anticoagulant is indicated for QW since he had a myocardial 
infarction, PCI, and his CHADS2-65 score is now 1 (due to heart failure). 


Incorrect Answers: 


* Discontinue ASA 81 mg daily, start clopidogrel 75 mg daily, start edoxaban 60 mg daily - Triple 
therapy with ASA, clopidogrel, and an aral anticoagulant is indicated for QW. 


* Discontinue ASA 81 mg daily, start rivaroxaban 20 mg daily - Triple therapy with ASA, clopidogrel, 
and an oral anticoagulant is indicated for QW. 


* Continue ASA 81 mg daily, start ticagrelor 90 mg BID, start rivaroxaban 2.5 mg BID - Clopidogrel, 
not ticagrelor, is the preferred P2Y;9 inhibitor for triple therapy. 


TAKEAWAY/KEY POINTS: 


Patients with AF, a CHADSp-65 score of at least 1, and who have ACS and underwent PCI, should receive 
triple therapy with ASA, clopidogrel, and an oral anticoagulant (rivaroxaban, apixaban or warfarin). 


REFERENCE: 


[1] Jason G Andrade, Martin Aguilar, Clare Atzema, et al. The 2020 Canadian Cardiovascular Society/Canadian 
Heart Rhythm Saciety Comprehensive Guidelines for the Management of Atrial Fibrillation. Can J Cardiol. 
2020 Dec;36(12):1847-1948. 


The correct answer is: Continue ASA 81 mg daily, start clopidogrel 75 mg daily, start apixeban 5 mg BID 


QWs physician has decided to prescribe triple therapy with rivaroxaban 2.5 mg BID, acetylsalicylic 
acid (ASA) 81 mg daily, and clopidogrel 75 mg daily. 


How long should QW should continue ASA as part of this regimen? 


Select one: 

1 x 

yen Rose Wang (ID:113212) this answer is incorrect. Triple therapy should continue for 1-30 
days following percutaneous coronary intervention (PCI). After 1-30 days, ASA should be 
discontinued and patients should continue on dual therapy for up to 1 year after PCT. 

1-30 days ¥ 

42 days * 

Indefinitely % 


Marks for this submission: 0.00/1.00. 
TOPIC: Atrial Fibrillation 


LEARNING OBJECTIVE: 


To identify the appropriate duration for triple therapy in patients with atrial fibrillation (AF) who have 
undergone percutaneous coronary intervention (PCI). 


BACKGROUND: 


Patients with AF and a CHADS»~65 score of at least 1 undergoing percutaneous coronary intervention (PCI) or 
who have acute coronary syndrome (ACS) (ie. myocardial infarction or unstable angina) may have indications 
for both antiplatelet and anticoagulant therapy. Dual pathway therapy (also referred to as “dual therapy”) 
refers to the use of an oral anticoagulant (OAC) with a P2Y12 inhibitor (preferably clopidogrel due to lower 
risk of bleeding). Triple therapy refers to the concurrent use of dual antiplatelet therapy (DAPT) (i.e. ASA and 
clopidogrel) and OAC. 


The CHADS2-65 score is a tool used to assess risk of stroke in patients with AF and assigns points for each of 
the following: 


* Congestive heart failure (1 point) 


Question #: 13 


10:52111 
Corect 


Hag 


Send 


© Hypertension (1 point) 

* Age 65 or older (1 point) 

* Diabetes (1 point) 

© Stroke or transient ischemic attack (TIA) (2 points) 


OAC options for dual pathway therapy include warfarin, apixaban, dabigatran, edoxaban, and rivaroxaban. 
OAC options for triple therapy include warfarin, apixaban, and rivaroxaban. Direct oral anticoagulants 
(DOACS) are typically preferred over warfarin. Note, when used as part of dual or triple therapy regimens, the 
recommended dose of rivaroxaban is lower than the usual dose used in OAC stroke prevention. Rivaroxaban 
15 mg daily (10 mg daily if CrCl is 30-50 mL/min) is used for dual pathway therapy and rivaroxaban 2.5 mg 
BID is used for triple therapy. 


Indications for dual pathway therapy and triple therapy are summarized in the table below. “High-risk 
features” are factors that increase a patient's risk for thrombotic events such as smoking, diabetes, chronic 
kidney disease, prior ACS, multiple stents, etc, 


Elective PCI 


and NO high-risk ACS + PCI or elective PCI + high-risk features ACS and NO PCI 
features 


Triple therapy for 1-30 days then step-down to dual 

Dual pathway therapy for pathway therapy for up to 12 months following PCI Dual pathway 

1-12 months (When stepping down, ASA is discontinued. ASA therapy for 1-12 months 
may be stopped as early as 1 day after PCI) 


RATIONALE: 
Correct Answer: 


* 1-30 days - ASA may be discontinued as early as 1 day after percutaneous coronary intervention or 
continued for up to 1 month. 


Incorrect Answers: 


e 1year - Triple therapy should continue for 1-30 days following percutaneous coronary intervention 
(PC). After 1-30 days, ASA should be discontinued and patients should continue on dual therapy for 
up to 1 year after PCI 


42 days - Triple therapy should continue for 1-30 days following percutaneous coronary intervention 
(PC). After 1-30 days, ASA should be discontinued and patients should continue on dual therapy for 
up to 1 year after PCI 


Indefinitely - Triple therapy should continue for 1-30 days following percutaneous coronary 
intervention (PCI). After 1-30 days, ASA should be discontinued and patients should continue on dual 
therapy for up to 1 year after PCI. 


TAKEAWAY/KEY POINTS: 


Triple therapy should continue for 1-30 days following percutaneous coronary intervention (PCI). After 1-30 
days, ASA should be discontinued and patients should continue on dual therapy with OAC and clopidogrel 
for up to 1 year after PCI. 


REFERENCE: 


[1] Jason G Andrade, Martin Aguilar, Clare Atzema, et al. The 2020 Canadian Cardiovascular Society/Canadian 
Heart Rhythm Saciety Comprehensive Guidelines for the Management of Atrial Fibrillation, Can J Cardiol. 
2020 Dec;36(12):1847-1948. 


The correct answer is: 1-30 days 


While QW is in hospital, his cardiologist determines a rhythm control agent should be ini 


Which of the following antiarrhythmics is most appropriate for QW? 


Select one: 


Amiodarone ¥ z 
Rose Wang (ID:113212) this answer is correct. 


Amiodarone may be used safely in patients with coronary artery disease and heart 
failure, including those with LVEF < 40%. 


Sotalol % 
Dronedarone X 


Propafenone % 


| Correct 
Marks for this submission: 1.00/1.00. 
TOPIC: Atrial Fibrillation 


Question #: 14 
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LEARNING OBJECTIVE: 
To identify appropriate rhythm control agents for atrial fibrillation patients with cardiovascular comorbidities. 


BACKGROUND: 


The goal of rhythm control is to restore normal sinus rhythm and improve symptoms of atrial fibrillation (AF). 
Rhythm control may be used in patients with paroxysmal or persistent AF. In patients with persistent AF, 
rhythm control is preferred for patients who were recently diagnosed with AF (less than 1 year ago), patients 
with high symptom burden, patients in whom rate control therapy was unsuccessful, patients with multiple 
recurrences of AF, and patients with arrythmia-induced cardiomyopathy. Antiarrhythmics used for rhythm 
control in AF can be categorized as class IC (e.g. flecainide, propafenone) or class III (e.g., amiodarone, 
dronedarone, sotalol). 


The presence of comorbidities, specifically heart failure and coronary artery disease (CAD), will influence the 
choice of antiarrhythmic. The following table highlights antiarthythmics of choice for these patient groups: 


Heart failure (LVEF — [Heartfailure (LVEF> [oap No CAD or heart 
40%) 40%) failure 
Amiodarone 
Amiodarone Sotalol 
Amiodarone eee Sotalol Dronedarone 
Sotal Dronedarone Flecainide 
Propafenone 
RATIONALE: 
Correct Answer: 


e Amiodarone - Amiodarone may be used safely in patients with coronary artery disease and heart 
failure, including those with LVEF < 40%. 


Incorrect Answers: 
* Sotalol - Sotalol should be avoided in patients with LVEF <40%. 
© Dronedarone - Dronedarone should be avoided in patients with heart failure. 


* Propafenone - Propafenone should be avoided in patients with coronary artery disease. 


TAKEAWAY/KEY POINTS: 
The preferred rhythm control agent for patients with heart failure and LVEF <40% is amiodarone. 
REFERENCE: 


[1] Jason G Andrade, Martin Aguilar, Clare Atzema, et al. The 2020 Canadian Cardiovascular Society/Canadian 
Heart Rhythm Saciety Comprehensive Guidelines for the Management of Atrial Fibrillation. Can J Cardiol. 
2020 Dec;36(12):1847-1948. 


The correct answer is: Amiodarone 


Which of the following is NOT a monitoring parameter specific to amiodarone therapy? 


Select one: 


Chest x-ray once per year X 
Assess for hearing loss annually v 

Rose Wang (ID:113212) this answer is correct. 
Amiodarone use is not associated with hearing loss. 
Thyroid function (e.g. thyroid stimulating hormone) every 6 months X 


Liver transaminases every 6 months * 


Marks for this submission: 1.00/1.00. 


TOPIC: Atrial Fibrillation 


LEARNING OBJECTIVE: 


To understand monitoring parameters for amiodarone therapy. 


BACKGROUND: 


Amiodarone is associated with a variety of systemic side effects which include gastrointestinal upset (e.g. 
nausea, vomiting, constipation), fatigue, tremors, photosensitivity, blue skin discolouration, either 
hyperthyroidism or hypothyroidism, corneal deposits, tremors, QT prolongation, neuropathy, hepatotoxicity, 
and pulmonary toxicity. Many of these side effects are related to the dose and duration of amiodarone 
therapy. It is important to follow up with patients after initiation and dose increases of amiodarone as some 
of the long-term effects may appear years after initiation of amiodarone therapy. Liver and thyroid function 
tests should be completed every 6 months and a chest x-ray should be completed yearly. 


RATIONAI F- 
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Correct Answer: 


* Assess for hearing loss annually - Amiodarone use is not associated with hearing loss. 


Incorrect Answers: 


© Chest x-ray once per year - Annual chest x-ray is recommended to monitor for development of 
pulmonary fibrosis. 


* Thyroid function (e.g. thyroid stimulating hormone) every 6 months - Amiodarone may cause hypo- 
or hyperthyroidism, therefore thyroid function should be monitored every 6 months (e.g. thyroid 
stimulating hormone). 


e Liver transaminases every 6 months - Liver transaminases should be assessed every 6 months to 
monitor for hepatotoxicity. 


TAKEAWAY/KEY POINTS: 


Liver and thyroid function tests should be completed every 6 months and a chest x-ray should be completed 
yearly for all patients taking amiodarone. 


REFERENCE: 


[1] Sanis Health Inc. AMIODARONE. https://pdf.hres.ca/dpd_pm/00065583.PDF 

[2] Birnie D, Nery P. Cardiovascular Disorders: Supraventricular Tachycardia. In: Compendium of Therapeutic 
Choices, Ottawa, ON: Canadian Pharmacists Association. https;//myrxtx.ca. 

[BB] Jason G Andrade, Martin Aguilar, Clare Atzema, et al. The 2020 Canadian Cardiovascular Society/Canadian 
Heart Rhythm Saciety Comprehensive Guidelines for the Management of Atrial Fibrillation. Can J Cardiol. 
2020 Dec:36(12):1847-1948. 


The correct answer is: Assess for hearing loss annually 


AB is a 70-year-old male who is in hospital due to persistent atrial fibrillation. The medical resident on 
duty is seeking guidance on which medications may be appropriate to use as rate control therapy. 
AB's left ventricular ejection fraction (LVEF) is 60%, he has no history of coronary artery disease, no 
history of hypertension, and no history of reactive airway disease. AB's medical conditions consist of 
dyslipidemia and type 2 diabetes. His most recent LDL was 2.3 mmol/L and his most recent A1C was 
E aF AR had SN alloy fal icici ach MIS 9 ead s HS carene medialon dide toaiva 
10 mg daily, metformin 1000 mg BID, and sitagliptin 50 mg daily. 


All of the following medications could be used for rate control EXCEPT? 


Select one: 
Amlodipine s” 
p Rose Wang (ID:113212) this answer is correct. Amlodipine is a dihydropyridine 

(DHP) calcium channel blocker that is not used for rate control but rather as an 
antihypertensive or for angina management. 

Digoxin% 

Diltiazem % 

Metoprolol * 


| Correct 
Marks for this submission: 1.00/1.00 
TOPIC: Atrial fibrillation 


LEARNING OBJECTIVE: 
To identify medications that are used to control the heart rate. 


BACKGROUND: 


Pharmacologic strategies to treat atrial fibrillation (AF) include rate control or rhythm control. Medications 
that are used for rate control include beta-blockers, non-dihydropyridine calcium channel blockers (non-DHP 
CBs), and digoxin. The choice of rate control therapy will depend on patient characteristics and 
comorbidities. Beta-blockers (specifically bisoprolol, carvedilol, or metoprolol) should be considered first-line 
for patients with heart failure with left ventricular ejection fraction (LVEF) <40%. Either beta-blockers or non- 
DHP CCBs may be used first-line in patients with LVEF > 40%. Beta-blockers are preferred over non-DHP- 
CCBs for patients with coronary artery disease (CAD). Digoxin is rarely used as monotherapy (may be 
considered for select elderly or sedentary patients with permanent AF or for patients with coniraindications 
to both beta-blockers and non-DHP CCBs), but may be considered as add-on therapy for patients with 
inadequate response to beta-blockers or non-DHP CCBs. The combination of a beta-blocker and a non-DHP 
CCB may also be considered for patients with inadequate response to either class alone (caution in patients 
at risk of severe bradycardia or AV block). Occasionally, amiodarone may be used for rate control, but only in 
specific patients who are critically ill or cannot tolerate first-line agents, Rate control should aim to achieve a 
target resting heart rate of <100 bpm. 


DHP calcium channel blockers (e.g. amlodipine) produce more vasodilation and less cardiac depressive 
effects than non-DHP CCBs. For this reason, only non-DHP CCBs are indicated for AF rate control. 


RATIONALE: 


Question #: 16 
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Correct Answer: 


* Amlodipine - Amlodipine is a dihydropyridine (DHP) calcium channel blocker that is not used for rate 
control but rather as an antihypertensive or for angina management. 


Incorrect Answers: 


© Digoxin - Digoxin is sometimes used for rate control when beta-blockers or non-dihydropyridine 
calcium channel blockers (non-DHP CCBs) are unsuccessful. 


e Diltiazem - Diltiazem is a non-dihydropyridine calcium channel blocker (non-DHP CCB) that controls 
the heart rate by decreasing the inward calcium current. 


* Metoprolol - Beta-blockers, such as metoprolol, block beta-1 receptors to inhibit beta-adrenergic 
stimulation and slow AV nodal conduction. 


TAKEAWAY/KEY POINTS: 


Medications used for rate control include beta-blockers, non-DHP CCBs, and digoxin. DHP calcium channel 
blockers (e.g. amlodipine) produce more vasodilation and less cardiac depressive effects than non-DHP CEs. 
For this reason, only non-DHP CCBs are indicated for AF rate control. 


REFERENCE: 


[1] Jason G Andrade, Martin Aguilar, Clare Atzema, et al. The 2020 Canadian Cardiovascular Society/Canadian 
Heart Rhythm Saciety Comprehensive Guidelines for the Management of Atrial Fibrillation. Can J Cardiol. 
2020 Dec;36(12):1847-1948. 

[2] Birnie D, Nery P. Cardiovascular Disorders: Supraventricular Tachycardia. In: Compendium of Therapeutic 
Choices. Ottawa, ON: Canadian Pharmacists Association. https://myrxtx.ca. 


The correct answer is: Amlodipine 


Which of the following adverse effects is the least likely to result from the administration of dronedarone? 


Select one: 
Bradycardia © 
Hepatotoxicity X 


Dy ov 

mea Rose Wang (ID:113212) this answer is correct. Dronedarone is not known to cause dry 
mouth as an adverse effect. 

Dyspepsia ® 


| Correct 
Marks for this submission: 1.00/1.00. 
TOPIC: Atrial Fibrillation 


LEARNING OBJECTIVE: 


To identify adverse effects associated with dronedarone. 


BACKGROUND: 


The goal of rhythm control is to restore normal sinus rhythm, with improvements in symptoms of AF. Rhythm 
control is established with the use of antiarrhythmics and can be done in both acute and long-term 
treatment settings. The antiarthythmics used for rhythm control in AF can be categorized as class IC (e.g. 
flecainide, propafenone), and class Ill (amiodarone, dronedarone, sotalol). The choice of antiarrhythmic is 
dependent on the individual patient factors, such as the presence of structural heart disease, and the 
dlinician’s judgement 


Class Ill antiarrhythmics can be used in the setting of acute and/or long-term treatment for rhythm control, 
depending on the indication of the individual antiarrhythmic, All class Ill antiarrhythmics have an increased 
risk of OT-prolongation and should be used with caution in patients who have pre-existing prolongation. or 
who are taking other QT-prolanging medications. Amiodarone is the most effective out of the class Ill 
antiarrhythmics, however, its poor tolerability can limit its use. Amiodarone use is associated with potentially 
severe adverse effects such as pulmonary fibrosis, aggravation of arrhythmias, and hepatic dysfunction in 
addition to other gastrointestinal, dermatologic, neurologic and ophthalmologic effects. As such, amiodarone 
should be avoided in patients with advanced pulmonary disease, conduction disease or marked bradycardia, 
thyroid dysfunction, and active hepatitis or advanced liver disease. Other effects include changes in thyroid 
function, which is monitored carefully if patients are prescribed amiodarone. Caution its use in those with 
pre-existing QTc prolongation. In cases such as patients with LVEF dysfunction (LVEF <40%), amiodarone may 
be the only appropriate option. Dronedarone is similar to amiodarone in structure but is not associated with 
the same adverse effects as amiodarone. However, dronedarone is contraindicated in patients with heart 
failure. Other side effects of dronedarone include diarrhea, dyspepsia, nausea, pulmonary fibrosis, 
bradycardia, and rare hepatic dysfunction. Moreover, sotalol is a BB that can be effective for AF when used at 
higher doses than ones used for beta-blockade action. Contraindications of sotalol include pre-existing QTc 
prolongation, marked sinus bradycardia, advanced AV node disease, and severe renal impairment (CrCl < 
40ml/min). Side effects include QTc prolongation and others similar to other beta-blockers (e.g., bradycardia 
and hypotension). Risk factors for QTc prolongation include female gender, age >75 years old, electrolyte 
imbalances, and diuretic use. 


RATIONALE: 


ESSIE 
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© Dry mouth - Dronedarone is not known to cause dry mouth as an adverse effect. 


Incorrect Answers: 
* Bradycardia - Bradycardia is an adverse effect associated with dronedarone. 
* Hepatic dysfunction - Hepatic dysfunction can result from the administration of dronedarone, 


e Dyspepsia - Dyspepsia is an adverse effect associated with dronedarone. 


TAKEAWAY/KEY POINTS: 


Side effects of dronedarone include gastrointestinal effects (diarrhea, dyspepsia, nausea), bradycardia, 
pulmonary fibrosis and hepatic dysfunction. 


REFERENCE: 


[1] Birnie D, Nery P. Cardiovascular Disorders: Supraventricular Tachycardia. In: Compendium of Therapeutic 
Choices, Ottawa, ON: Canadian Pharmacists Association. https;//myrxtx.ca. 

[2] Zimetbaum, P. Atrial Fibrillation: Antiarrhythmic Drug Therapy for Atrial Fibrillation, Circ. 2012;125:381- 
389. doi: 10.1151/CIRCULATIONAHA.111.019.927. 


The correct answer is: Dry mouth 


THE NEXT 2 QUESTIONS INCLUSIVE REFER TO THE FOLLOWING CASE: 


RT is a 60-year-old female with paroxysmal atrial fibrillation (AF) at your outpatient clinic. RT experiences episodes of AF 
approximately once every 8 weeks and the episodes typically last about 12 hours. Her symptoms during these episodes 
include some dizziness, fatigue, and heart palpitations. She reports the episodes do not involve any severe symptoms 
such as fainting, dyspnea or chest pain. RT does not have a history of heart failure or coronary artery disease (CAD). Her 
blood pressure at the clinic today was 130/86 mmHg and her weight is 60 kg. RT hasan allergy to amoxicillin which 
causes a rash. RT’s current medications are Vagifem® 10 (estradiol 10 mcg) 1 tablet inserted vaginally twice a week, 
pantoprazole magnesium 40 mg PO daily, and rupatadine 10 mg PO daily. RT's physician would like to initiate “Pil 
Pocket” (PIP) antiarrhythmic therapy. 


in-the- 


Which of the following medications is an appropriate choice for PIP therapy? 


Select one: 
Amiodarone % 
Dronedarone * 
Sotalol% 


Flecainide v » 
Rose Wang (ID:113212) this answer is correct. 
Flecainide would be an appropriate choice for PIP therapy since it is a class Ic 
antiarrhythmic. 


Marks for this submission: 1.00/1.00. 
TOPIC: Atrial fibrillation 


LEARNING OBJECTIVE: 
To understand which antiarrhythmics are appropriate for 'Pill-in-the-Pocket" (PIP) therapy. 


BACKGROUND: 


Some patients with “low burden” paroxysmal atrial fibrillation (AF) may be candidates for “Pill-in-the-Pocket” 
(PIP) antiarrhythmic therapy. This is when antiarrhythmic medication is taken “as needed”, only when 
experiencing an AF episode, rather than continuously. Only class Ic antiarrhythmics (e.g. flecainide or 
propafenone) are indicated for this method. An immediate-release atrioventricular (AV) nodal blocking agent 
should always be co-prescribed with PIP. This is to prevent the progression of AF to atrial flutter. AV nodal 
blocking agents include beta-blockers (e.g. metoprolol tartrate) and non-dihydropyridine calcium channel 
blockers (non-DHP CCBs) (e.g. diltiazem, verapamil). The AV nodal blocking agent should be taken 30 
minutes after the onset of AF symptoms, followed by the antiarrhythmic agent which should be taken 30 
minutes after the AV nodal blocking agent. 


RATIONALE: 
Correct Answer: 


* Flecainide - Flecainide would be an appropriate choice for PIP therapy since it is a class Ic 
antiarrhythmic. 


Incorrect Answers: 


* Amiodarone - Only class Ic antiarrhythmics (e.g. flecainide or propafenone) are indicated for PIP 
therapy. 


* Dronedarone - Only class Ic antiarrhythmics (e.g. flecainide or propafenone] are indicated for PIP 
SS 
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* Sotalol - Only class Ic antiarrhythmics (e.g. flecainide or propafenone) are indicated for PIP therapy. 


TAKEAWAY/KEY POINTS: 
Only class Ic antiarrhythmies (e.g. flecainide or propafenone) are indicated for PIP therapy. 
REFERENCE: 


[1] Jason G Andrade, Martin Aguilar, Clare Atzema, et al. The 2020 Canadian Cardiovascular Society/Canadian 
Heart Rhythm Society Comprehensive Guidelines for the Management of Atrial Fibrillation. Can J Cardiol. 
2020 Dec:36(12):1847-1948, 

[2] Jason G Andrade, Martin Aguilar, Clare Atzema, et al. The 2020 Canadian Cardiovascular Society/Canadian 
Heart Rhythm Society Comprehensive Guidelines for the Management of Atrial Fibrillation. Supplemental 
Table $12. Management of Atrial Fibrillation: Complete CCS Guidelines Listing. Can J Cardiol. 2020 
Dec;36(12):1847-1948. 


The correct answer is: Flecainide 


RT's cardiologist decides to prescribe propafenone 450 mg PO PRN for “Pill-in-the-Pocket” (PIP) 
antiarrhythmic therapy as well as immediate-release verapamil 80 mg PRN. 


Which of the following counselling points is NOT correct? 


Select one: 


RT should be counselled to w 


east CES Rose Wang (ID:113212) this answer is correct. The 


Aiea slow aa atrioventricular (AV) nodal blocking agent (e.g. verapamil) 

onset of an atrial fibrillation should be taken 30 minutes after the onset of AF symptoms, 

(Ri ebisodk, followed by the antiarrhythmic agent which should be taken 30 
minutes after the AV nodal blocking agent. 


RT should be counselled to stay seated or supine for 4 hours following PIP administration (or until * 
the episode resolves) 


RT should be counselled to go to the emergency room if the AF episode persists for more than 6-8 % 
hours following PIP administration 


RT should not administer more than 1 dose of PIP in a 24-hour period ® 


Marks for this submission: 1.00/1.00. 
TOPIC: Atrial Fibrillation 


LEARNING OBJECTIVE: 


To understand proper administration of "Pill-in-the-Pocket" (PIP) antiarrhythmic therapy for paroxysmal atrial 
fibrillation (AP). 


BACKGROUND: 


Atrial fibrillation (AF) can be classified as paroxysmal, persistent, long-standing persistent, or permanent. 
Paroxysmal AF is defined by recurrent, self-terminating episodes that last less than 7 days. 


Certain patients with paroxysmal AF may be candidates for “Pill-in-the-Pocket” (PIP) antiarrhythmic therapy. 
This is when antiarrhythmic medication is taken ‘as needed’, only when experiencing an AF episode, rather 
than continuously. Only class Ic antiarrhythmics (e.g. flecainide or propafenone) are indicated for this 
method. An immediate-release atrioventricular (AV) nodal blocking agent should always be co-prescribed 
with PIP. This is to prevent the progression of AF to atrial flutter. AV nodal blocking agents include beta- 
blockers (e.g. metoprolol tartrate) and non-dihydropyridine calcium channel blockers (non-DHP CCBs) (e.g. 
diltiazem, verapamil). The AV nodal blocking agent should be taken 30 minutes after the onset of AF 
symptoms, followed by the antiarrhythmic agent which should be taken 30 minutes after the AV nodal 
blocking agent. 


Patients should be counselled to sit or lay supine for 4 hours after administration of PIP (or until the AF 
episode resolves). The first administration must be done in a monitored environment. Patients should be 
instructed to go to the emergency room if the AF episode does not resolve within 6-8 hours of PIP 
administration, if symptoms worsen or they feel unwell after PIP administration, or if the patient is 
experiencing severe AF symptoms (e.g. significant dyspnea, chest pain, pre-syncope, symptoms of stroke). 
Patients should also seek medical attention if a second PIP episode occurs within 24 hours (only one dose of 
PIP should be administered in a 24-hour period). 


RATIONALE: 
Correct Answer: 
* RT should be counselled to take verapamil immediately after propafenone at the onset of an atrial 
fibrillation (AF) episode - The atrioventricular (AV) nodal blocking agent (e.g. verapamil) should be 


taken 30 minutes after the onset of AF symptoms, followed by the antiarrhythmic agent which should 
be taken 30 minutes after the AV nodal blocking agent. 


Incorrect Answers: 
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* RT should be counselled to stay seated or supine for 4 hours following PIP administration (or until 
the episode resolves) - Patients should be counselled to sit or lay supine for 4 hours after 
administration of PIP (or until the AF episode resolves). 


RT should be counselled to go to the emergency room if the AF episode persists for more than 6-8 
hours following PIP administration - Patients should be instructed to go to the emergency room if 
the AF episode does not resolve within 6-8 hours of PIP administration. 


RT should not administer more than 1 dose of PIP in a 24-hour period - Patients should seek medical 
attention if a second PIP episode occurs within 24 hours (only one dose of PIP should be administered 
in a 24-hour period). 


TAKEAWAY/KEY POINTS: 


An AV nodal blocking agent is always prescribed with PIP therapy and should be taken 30 minutes after AF 
symptom onset. The antiarrhythmic should be taken 30 minutes after the AV nodal blocking agent. Patients 
should be seated or supine after PIP administration for 4 hours (or until the episode resolves) and should 
seek medical attention if symptoms do not resolve within the next 6-8 hours. Patients should not take more 
than 1 dose of PIP within 24 hours. 


REFERENCE: 


[1] Jason G Andrade, Martin Aguilar, Clare Atzema, et al. The 2020 Canadian Cardiovascular Society/Canadian 
Heart Rhythm Saciety Comprehensive Guidelines for the Management of Atrial Fibrillation. Can J Cardiol. 
2020 Dec:36(12):1847-1948. 


[2] Jason G Andrade, Martin Aguilar, Clare Atzema, et al. The 2020 Canadian Cardiovascular Society/Canadian 
Heart Rhythm Saciety Comprehensive Guidelines for the Management of Atrial Fibrillation. Supplemental 
Table $12. Management of Atrial Fibrillation: Complete CCS Guidelines Listing. Can J Cardiol. 2020 
Dec;36(12):1847-1948. 


The correct answer is: RT should be counselled to take verapamil immediately after propafenone at the onset 
of an atrial fibrillation (AF) episode 


daily, acetylsalicylic acid (ASA) 81 mg once daily, atorvastatin 40 mg once daily, and 
Her current blood pressure is 164/89 mmHg and her heart rate is 85 bpm. Her weight is 58 
jonally, BH has no renal or liver impairment. BH smokes 2 cigarettes per day and does not 
drink alcohol. 


Which of the following details about BH is NOT a risk factor for major bleeding? 


Select one: 
BH's v 
diagnosis of Rose Wang (ID:113212) this answer is correct. Dyslipidemia can predispose 
dyslipidemia patients to atherosclerotic cardiovascular disease, but it is not a risk factor for 
major bleeding. 


BH's diagnosis of hypertension % 
BH's age * 
BH's use of ASA X 


{Correct 
Marks for this submission: 1.00/1.00. 
TOPIC: Atrial Fibrillation 


LEARNING OBJECTIVE: 
To identify risk factors for major bleeding in patients with atrial fibrillation (AF). 


BACKGROUND: 


Stroke is a possible complication of atrial fibrillation (AF) and an oral anticoagulant may be indicated to 
reduce this risk. The patient's risk of stroke should be weighed against the patient's risk for bleeding. Most 
often, the risk of stroke will outweigh the risk of bleeding, Bleeding risk can be assessed using the HAS-BLED 
score: 


Hypertension (SBP over 160 mmHg) ~ 1 point 


Abnormal liver or kidney function ~ 1 point each, max 2 points 


Stroke history — 1 point 


Bleeding (predisposition or prior bleed) — 1 point 


Labile INR (if taking warfarin) - 1 point 


Elderly (age over 65 years old) — 1 point 


Drugs (e.g. ASA, NSAIDs, antiplatelets) or alcohol — 1 point each, max 2 points 


A score of less than 3 is considered low risk for major bleeding while a score of 3 or higher is considered 
moderate to high. Any modifiable risk factors, such as drugs that increase the risk of bleeding, should be 


Question #: 20 
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reviewed and addressed if possible. 


RATIONALE: 
Correct Answer: 


* BH's diagnosis of dyslipidemia - Dyslipidemia can predispose patients to atherosclerotic 
cardiovascular disease, but it is not a risk factor for major bleeding. 


Incorrect Answers: 


* BH's diagnosis of hypertension - Hypertension, specifically a systolic blood pressure (SBP) over 160 
mmHg is a risk factor for major bleeding. 


* BH's age - Since BH is older than 65, her age is a risk factor for the development of major bleeding. 
œ BH's use of ASA - Use of ASA is a risk factor for major bleeding. 


TAKEAWAY/KEY POINTS: 


The HAS-BLED score is a tool used to assess a patient's risk of major bleeding. Risk factors for major bleeding 
include hypertension (specifically, SBP over 160 mmHg), abnormal liver or kidney function, history of stroke 
or prior bleeding, having a labile (unstable) INR, age above 65 years old, using medications associated with 
an increased risk of bleeding (e.g. ASA, non-steroidal anti-inflammatory drugs), and alcohol consumption. 


REFERENCE: 


[1] Birnie D, Nery P. Cardiovascular Disorders: Supraventricular Tachycardia. In: Compendium of Therapeutic 
Choices. Ottawa, ON: Canadian Pharmacists Association. https//myrxtxca. 

[2] Andrade J, Aguilar M, Atzema C et al. The 2020 Canadian Cardiovascular Society/Canadian Heart Rhythm 
Society Comprehensive Guidelines for the Management of Atrial Fibrillation, Canadian Journal of Cardiology. 
2020;36(12):1847-1948. doi:10.1016/j.cjca.2020.09.001 

[B] Thrombosis Canada: Shared Decision Tool for Atrial Fibrillation. https://thrombosiscanada.ca/wp- 
content/uploads/2016/03/M225-AF-Decision-Making-Tool_v4.pdf 


The correct answer is: BH's diagnosis of dyslipidemia 


Rhythm control is preferred over rate control for all the following patients with persistent atrial fibrillation 
(AF) EXCEPT: 


Select one: 
Patients at high tisk of v 7 r 
Sae Rose Wang (ID:113212) this answer is correct. 
Risk of stroke does not influence the choice of rate vs. rhythm 
control. 


Patients diagnosed with AF less than 1 year ago X 
Patients with high symptom burden % 


Patients who have had multiple recurrences of AF X 


| Correct 
Marks for this submission: 1.00/1.00. 
TOPIC: Atrial Fibrillation 


LEARNING OBJECTIVE: 
To understand when rhythm control is preferred over rate control in patients with persistent atrial fibrillation 


(AF). 


BACKGROUND: 


The goal of rhythm control is to restore normal sinus rhythm and improve symptoms of atrial fibrillation (AF). 
Rhythm control may be used in patients with paroxysmal or persistent AF. In patients with persistent AF, 
rhythm control is preferred for patients who were recently diagnosed with AF (less than 1 year ago), patients 
with high symptom burden, patients in whom rate control therapy was unsuccessful, patients with multiple 
recurrences of AF, and patients with arrhythmia-induced cardiomyopathy. Antiarrhythmics used for rhythm 
control in AF can be categorized as class IC (e.g. flecainide, propafenone) or class Ill (e.g. amiodarone, 
dronedarone, sotalol) 


RATIONALE: 
Correct Answer: 


e Patients at high risk of stroke - Risk of stroke does not influence the choice of rate vs. rhythm control. 


Incorrect Answers: 


* Patients diagnosed with AF less than 1 year ago - Rhythm control (either through medication or 
electrical cardioversion) is preferred in patients with recent onset AF. 


* Patients with high symptom burden - Rhythm control is preferred to rate control for patients who are 
hinhly cumntamatic 


© Patients who have had multiple recurrences of AF - Rhythm control is preferred to rate control for 
patients who have had multiple AF recurrences. 


TAKEAWAY/KEY POINTS: 


In patients with persistent AF, chythm control is preferred for patients who were recently diagnosed with AF 
(less than 1 year ago), patients with high symptom burden, patients in whom rate control therapy was 


unsuccessful, patients with multiple recurrences of AF, and patients with arrhythmia-induced 
cardiomyopathy. 


REFERENCE: 


[1] Jason G Andrade, Martin Aguilar, Clare Atzema, et al. The 2020 Canadian Cardiovascular Society/Canadian 
Heart Rhythm Saciety Comprehensive Guidelines for the Management of Atrial Fibrillation. Can J Cardiol. 
2020 Dec;36(12):1847-1948. 


The correct answer is: Patients at high risk of stroke 
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